INTRODUCTION AND OBJECTIVES: Female urethral strictures are rare and occur in less than 1% of women. Common causes are trauma, iatrogenic injury, inflammatory diseases or idiopathic. Diagnosis is suspected when a patient reports obstructive symptoms, urodynamics shows outlet obstruction and/or cystourethroscopy reveals urethral narrowing or fibrosis. Surgical treatment depends on location and length of the stricture, and the optimal approach is not well established. In this video, the technique for female urethroplasty with a dorsal onlay buccal mucosal graft is demonstrated.
METHODS: A 48-year-old female patient presented with longstanding, symptomatic urethral stricture disease. She previously failed conservative management with urethral dilations and elected to pursue urethroplasty with buccal mucosal graft. Following informed consent, video recording of intraoperative surgical procedure was performed. Video editing and narration was standardized to highlight key steps of the procedure.
RESULTS: The patient was taken to the OR for urethroplasty with a dorsal onlay buccal mucosal graft. First, a cystoscopy was performed and a suprapubic tube was placed to allow for sufficient postoperative healing. The buccal mucosal graft was harvested, defatted and soaked in normal saline. Circumferentially around the urethral meatus hydrodissection is used with care taken to avoid the clitoral tissue and nerves. The urethra was dissected to the level of the bladder neck and the full extent of the stricture was identified then incised. Stay sutures were placed in the superior and inferior apices to facilitate placement of the graft. Superior apical sutures were threaded through the graft and additional interrupted sutures were placed circumferentially. The graft was trimmed to size, threaded with the inferior apical stay sutures and secured in place. The surgical bed and graft were joined to enhance revascularization. The patient did well postoperatively, with no recurrence of stricture and healthy buccal mucosa graft on cystoscopy.
CONCLUSIONS: Urethroplasty with dorsal buccal mucosal graft placement can be a feasible and effective treatment for female urethral strictures.
Source of Funding: None

V2-08 A NEW LIMITED OPEN TECHNIQUE FOR COMPLETE REMOVAL OF RETROPUBIC SYNTHETIC MIDURETHRAL SLING MESH
Elodi Dielubanza*, Jessica Lloyd, Cleveland, OH; Howard Goldman, Cleveland , OH INTRODUCTION AND OBJECTIVES: While synthetic midurethral sling placement is generally a safe and effective treatment for female stress urinary incontinence, a small percentage of patients will require sling excision for post-operative complications including urinary obstruction, mesh exposure, or pain. Though many of these complications can be addressed with suburethral or local sling excision, refractory chronic pain may require total mesh excision. One of the greatest concerns for surgeons performing total mesh excision of a retropubic sling is the potential morbidity of the operation, including wound complications associated with extensive retropubic dissection to localize the sling arms. With these concerns in mind, we present a technique for total retropubic sling excision which limits the extent of retropubic dissection.
METHODS: A 48 year old female patient underwent retropubic synthetic sling placement in 2010, followed by vaginal, urethral, and suprapubic pain, as well stranguria, incomplete emptying and persistent urgency, frequency and urgency incontinence. After preoperative evaluation, in light of her chronic suprapubic pain, she was offered total retropubic sling excision. She elected to proceed after discussion of risks, benefits, and alternatives. The novelty of our procedure is seen in the limited retropubic dissection. Each arm of the sling mesh is mobilized vaginally to the level of the endopelvic fascia. The retropubic space is entered via a vaginal approach and developed bluntly. Only then is abdominal exposure sought; at this point, gentle traction on the sling arm can be seen from above, allowing for only a tiny fascial incision to be made directly over the sling arm location. The retropubic portion of the mesh is then traced to the vaginal portion, and the sling arm is freed in its entirety. This is repeated on the contralateral side.
RESULTS: At four week follow up, the patient reported greater than 90% improvement in her pain, with improved ease of voiding. She had no wound complications.
CONCLUSIONS: Our novel technique allows for complete retropubic sling mesh removal with limited retropubic dissection, which may minimize the surgical morbidity and decrease the risk of wound complications.
Source of Funding: none
V2-09 LAPAROSCOPIC CERVICOSACROPEXY AND VAGINOSACROPEXY TECHNIQUES AS TREATMENT OF PELVIC ORGAN PROLAPSE AND URINARY INCONTINENCE
INTRODUCTION AND OBJECTIVES:
In the presence of genital prolapse with apical descent, sacrocolpopexy and vaginal sacrospinous fixation are current available procedures. They focus on restoring apical support usually with a piece of mesh made of different materials, undefined length and shape and different fixation sides in the small pelvis. Thereby, non-physiological fixation of cervix/vagina and bladder may result and may be followed by urinary incontinence. Following DeLancey and Ulmsten, we developed a bilateral replacement of the uterosacral ligament (USLs) which are the physiological holding structures. In this study we describe the laparoscopic cervicosacropexy (LACESA) and vaginosacropexy (LAVASA) techniques in the treatment of genital prolapse with apical descent and urinary incontinence.
METHODS: The laparoscopic LACESA) and LAVASA techniques involves substituting both damaged USLs with purpose designed (identical in length and shape) PVDF-structures (polyvinylidene fluoride). The anterior fixation area of the PVDF-structure was centrally placed on the vault / cervical stump with 3 non-absorbable sutures. After identification of the L5-S1, the peritoneum was horizontally blunt dissected and the prevertebral fascial layer of S1/S2 sacral vertebra was prepared. The anatomical path of each USL was tunnelled and the ligament augmentation part of the PVDF-structure was placed. Using a fixation device, the PVDF-structure was attached to the lateral margin of the right and left prevertebral fascial layer of the S1/S2 sacral vertebra with 3 titanium helices on each side. RESULTS: We report 94 women who underwent the laparoscopic CESA or VASA procedure for apical descent with a medium follow-up of 18 months. Mean age was 68 years. Preoperative, 67 women had POP-Q stage II, 21 women POP-Q stage III and 6 women POP-Q stage IV. Average operating time was 107 minutes (47 -129 min.). 69 women had coexisting urinary incontinence (UI). No major intraoperative complications were noted except a bladder lesion and one relapse of prolapse. Within follow-up no mesh erosions were noted. Vol. 197, No. 4S, Supplement, Friday, May 12, 2017 THE JOURNAL OF UROLOGY â e135
